way process. The hospital and the hospital-based specialist must move more into the community and the GP must move inside the hospital.
The specialist should, where numbers and facilities warrant, run outpatient clinics in the peripheral units and in the GP's consulting rooms, becoming part of the team caring for the health of the community. The GP should follow his patient into the hospital, take whatever steps are necessary to ensure that the medical needs of the patient are met and dealt with as expeditiously as possible. Time for this work can be made available by the skilful use of ancillary help. The advantages are immediately obvious. The specialist would be freed from the care of the routine case. There would be greater incentive for the GP and specialist to keep up to date, and constant contact with one another would encourage this. What better continuing postgraduate education than following one's own patient into hospital ? The junior resident would gain from this double exposure to both specialist and generalist. He would gain a more comprehensive approach to medicine than in the entirely specialist-orientated atmosphere of most hospitals today. There would be a flexibility of bed usage.
It will be necessary to devise ways of implementing this control of standards, applicable to both specialist and GP, but with the right internal organization this is not difficult. We must be prepared to criticize and take criticism but with closer co-operation between all medical staff this need not offend, or affect our clinical freedomit should enhance our pride in our work. The poor physician is better inside the hospital than outside doing his worst, provided his privileges depend on his maintaining the quality of care.
How should the GP be remunerated for these duties? It is surcly possible to devise an acceptable scheme. A sessional, item for service, or quarterly payment for these duties could be worked out commensurate with payment received by the GP in his other work. But payment, although important, is not the only consideration. The care of the patient, the recruitment to general practice and the continuing education should be stressed. Our aim must constantly be to keep the patient in physical, mental and emotional balance. I have tried to suggest a way towards this end. training and field of work of ancillary helpers in general practice in Northern and Eastern Europe and North America. This subject may not immediately seem relevant to the topic under discussion, but I hope to show that it is very much so. Most family doctors in Britain believe that the burden of work that they are asked to carry is already too great and often clinically unsatisfying. To these doctors, talk of lengthy vocational training and expansion of activities seems, to say the least, highly unrealistic. Doctors in other countries may adjust the demand made upon them by restricting their work and raising their fees. Under our present system this is not possible here; in any event, medical opinion has long accepted the principle of responsibility to the whole community. The idea of offering high quality care to only part of the community is unacceptable. It is often argued that the work load in practice should be eased by improving the ratio of doctors to patients so that the average list size falls. I have always argued that the only appropriate solution is to redistribute this load so that a smaller number of doctors look after a larger number of patients, but do so in a different way. We have, in fact, too many doctors for what they do, for we use them inefficiently. When we talk about vocational training for general practice we should be thinking in wider terms than just the training of doctors, for the efficient use of doctors implies that we use them only for those aspects requiring their skills. It implies also that all other tasks are left to people with other appropriate skills. The guiding principle in the constitution of the team should be to avoid the wastefulness of employing a highly trained person for work that can be done as well by a less highly trained person. A natural consequence is to allow a doctor to be paid for the number of patients that he and his team can properly look after and to abandon the restrictive and outmoded concept of list size. Thus, while 2,500 patients might be the maximum number an unaided doctor could care for, with one trained nurse it could be 3,500, and with a nurse and secretary, 4,500.
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I would like to develop this argument further by discussing the vocational training and field of work of three other helpers in general practice.
The Family Nurse
There could be no more dramatic change in the pattern of family practice in Britain than the widespread employment of special nurses. I am nearly convinced that without this happening the increasingly strong pull of the hospital will draw most doctors and other health workers into its orbit. A health service cannot in the face of a shortage of doctors be profligate in their use. At the moment a hospital is better geared and better staffed to use medical skills efficiently; family doctors must become equally efficient.
At present, there are two ways in which nurses are employed in general practice. They may be privately employed by the doctor. Here they are sometimes his only employee and encompass the roles of nurse, secretary, receptionist, bookkeeper and so on. A more wasteful method could hardly be imagined. Secondly, the nurse may be seconded from the Local Authority. Here the system by which the doctor is beholden to outside authorities remains with all its manifold difficulties. Rates of pay and hours of work may be acceptably imposed by others, but the field of responsibility can only be satisfactorily determined between the nurse and the doctor. A proper professional relation should exist; this is endangered by the imposition of outside authority.
The district nurse today is used on traditional lines: she makes beds and gives blanket baths, she does dressings and rubs pressure points. There is about one district nurse for every three GPs in England and Wales, but it is a salutary fact when reviewing the type of work that they do to realize that they are as well trained and probably more experienced, measured by time, than the average ward sister running any busy ward. In fact, most of them have been ward sisters in a general hospital. Furthermore the number of patients nursed at home has fallen by 30 % in the last ten years.
In the past, care of the patient has consisted of the doctor's care, plus the delegated care (often very minor and unskilled) of the district nurse on doctor's orders. Contact between the two has be.n so sketchy that an outside observer might be forgiven for supposing that the two types of care were totally unrelated. What is required is a definition of the role of the family nurse that underlines the interdependence of the two.
There are three ways in which the nurse can work with a doctor. She may stand between the patient and the doctor acting as an agent of first contact, filtering through cases after appraisal; she may stand behind the doctor accepting cases referred to her by the doctor who is acting as the agent of first contact; or she may stand beside the doctor offering herself as an agent of first contact to patients who seek care through her, but referring on patients to the doctor and accepting patients referred to her by the doctor. Which method is adopted will depend upon the skills possessed by the nurse but should certainly ensure that full use of her skills is made.
This then leads to the question of the vocational training of the nurse in general practice. If we are to use nurses in a new way we cannot do so without a change in the traditional training, which in the case of the district nurse consists of three years to SRN and a few months on the district, and for the doctor-employed nurse three years to SRN and in-service training in general practice.
It is probable that 20,000 family nurses will be required. Arguably, with hospital services already short of nursing staff, this will merely worsen the situation, but this assumes that recruitment would necessarily be from the same sources. Because of many different elements in employment, recruitment may well come from women who were considering entirely different forms of employment. In any event the number would be less than 10% of the numbers engaged in hospital work. Furthermore, recruitment to the hospital service that is maintained by preventing girls from seeking other equally important and more attractive jobs would hardly be right.
To suppose that the present resources for training in hospitals and nursing schools should be overloaded by trainees for general practice would be unreasonable. In any event the needs are quite different. I believe that the pattern of the juniorcollege two-year programme in the United States should be followed. This would entail a period of formal academic training in Colleges of Further Education, which already have the appropriate pedagogic approach. The training would be completed by a period of in-service training in family practice, hospital practice and local authority work. Even though her training was designed for community work, the trained family nurse would then be capable of working in other capacities. There should be a strong element of preventive medicine, social medicine and health education in her training. The course would be designed for continuing aspects of care rather than episodic aspects and concentrate on medicine, pediatrics, psychiatry, dermatology, diseases of eye and ear, medical gynecology, ante-and post-natal care, and geriatrics. New generations of family doctors should be thoroughly familiar with the training that family nurses receive. On this basis only can proper respect be built.
Home Help Services
The second worker I wish to discuss is the main supporter required to enable the sick to remain within the community and avoid institutionalized care. She is not normally regarded as part of the health team, but each country that I visited recognized that some form of 'home help' service was an essential element of comprehensive domiciliary care. The importance of it will grow with the increasing proportion of elderly people.
In all these countries there is a significant difference in the range of services provided compared with the system at present in operation in Britain. There are several types of help available with different qualifications for their work. For example, in Finland they range from 'home assistants', trained for two years, earning from £70 to £90 a month and doing 'all the work a mother could do', to 'old age helps' with just two months training. The 'Samaritans' in Sweden, with 158 hours of training, look after old people and those with long-term illnesses; 'home sisters' in Sweden have a year of special training in housework, cooking, looking after sick children, &c., and are paid up to £1,000 per annum. There are also 'home helps' doing normal domestic work where needed. This pattern is repeated in other countries.
It is true that there is a high wastage of the younger trained people in many countries. It is said that many are trained but few work. But a justification for this is that such a training is a long-term investment in the health of the community, giving benefits in later years.
This pattern is also present in the United States, where even greater variations exist. Most communities provide a service of 'home makers' as an adjunct either to social help or to nursing services. 'Chr-ill' in New Jersey trains for 18 days, in California for 300 hours. In some areas they are further differentiated into specialists for the mentally sick, handicapped children, elderly and so on. In some areas they are provided by voluntary agencies, in others by Local Authorities.
Do we need all types of service in Britain? There are dangers inherent in this system. There is a tendency for the specialized home-maker to become a second-rate nurse. Furthermore, the more training that is given the more 'theoretical' does the help become and the less practical aid is given. One must also recognize the problems caused by having services controlled by different bodies. This aggravates the lack of knowledge about the available services which one finds among doctors and patients. Many doctors in places where I stayed were unaware of services which I had seen at work in their community (a statement which has been a constantly recurring theme about all types of helper in every country including Britain). In spite of this I would recommend that a two-tier system is established under the control of the Local Authority:
(1) There should be a continuation of the home help service with a limited basic training provided to meet five points: (a) To provide a probationary period during which supervisors can assess the suitability of an applicant for the job. (b) To show her how to do her work efficiently and how to teach basic hygiene. (c) To introduce the helper to the psychology of working for the sick and old. (d) To outline the areas of need in a home so that unmet requirements can be identified. (e) To give some sense of status in demonstrating that they are providing a service which meets a social need.
It has been clearly demonstrated in many countries that such training is an important aid to recruitment, getting away from the attitude that she is only a 'second-class daily'. The course should extend for about two weeks.
(2) The second type of service required is comparable to that provided by 'home makers', 'substitute mothers', &c., in the countries I have visited. It should be clearly regarded as a social service and not a nursing service. It should properly be the responsibility of the Local Authority and pay and pension should be commensurate with the responsibilities. The service should be designed for any family who is in need of the functions of housewife/mother on medical or social grounds; the public and doctors should be made fully aware of it and close liaison with the health team maintained. Payment for the service should be made by those recipients who can afford it.
It is not often possible, of course, to separate social and medical needs so clearly but it should be recognized that without such a service neither doctor nor nurse may be able to provide adequate home care; hospital admission, with all its expense and disruption of family life, may then be inevitable.
Training for this type of work may take six months or longer and will require recruitment of women of different age groups and of different social classes. Supervision should surely be the province of the social workers.
The Administrative Worker Holland, West Germany, Denmark, Norway and the USA already train this type of worker for their family doctors. They are known variously as medical assistants, doctors' aides, &c. Their training is in part secretarialtyping and office work; in part technicallaboratory work on blood and urine, sterilization, laying trolleys, &c; and in part clinicaldressings, recording temperatures and blood pressures, taking blood samples, cervical smears, ECG recordings, syringing ears, instilling eyedrops, &c. No country has a unified system of training, but usually a number of different schools, colleges or centres lay on courses of varying length which are sparked off by local enthusiasm, are guided or arranged by local medical bodies and end in locally arranged examinations. One country other than the UK has a national association, the United States. The Association of American Medical Assistants is trying to produce a unified method of training, but, because training started before the Association was formed, it is not easy. The courses in other countries vary from six weeks part time to two years full time and vary in quality as well as content.
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But apart from these courses every doctor employs and trains large numbers of staff himself. In no practice I have visited in eleven countries was there less than one full-time employee per doctor doing this type of work. Many practices had a large number of administrative staff, though, of cours_, direct comparisons are useless as the methods of practice are so variable, especially when one considers the effect that 'billing and receipting' has on staffing structures. However, certain conclusions are valid. We have a lead over the rest of the world in that the Association of Medical Secretaries in Britain has unified training schemes, with unified qualifying examinations. The standard can therefore be controlled nationally and the qualification identified. In general practice the name 'medical secretary' may no longer be the right one and in view of her skills we might be better to think in terms of regarding her as a doctor's assistant. We are training about 1,000 a year at the moment to meet the needs of hospitals and general practices, but we need to train more than 3,000 a year to meet current needs of general practice alone; we must therefore think of a considerable expansion.
Lastly, doctors need to be taught how to make the best use of staff and this means we need to know their full potential. We have a great chance here and must not waste it.
I have talked about the vocational training of staff in three fields to support the family doctor service, the family nurse, the doctor's assistant and the home support services. I remain as convinced as I was four years ago that in this way much of the lost enthusiasm for family practice can be regained, and that it is up to general practitioners to provide the drive for this without hoping for it to fall, like manna, from above, either from government, from Local Authority or from nursing authority. The immense changes in the preparation of the primary physician for practice that have come about in the last fifteen years were briefly reviewed in order to make credible those that may be expected in the near future.
The provision of care to patients in the community is the most pressing medical need in the world today. The following paragraph appears in the Report of the Royal Commission on Medical Education (1968): 'Good medical care is one of the foundations of civilised living and without any adequate system of medical education it cannot be assured.' One of the most important functions of educational psychology is that it enables problems to be viewed relatively objectively. To educate young physicians for service in a rapidly changing situation needs a careful conceptualization of their probable future function.
The criterion problem, that of precise definition of function, is perhaps the most difficult one in educational psychology and some of its components were considered; a task analysis was undertaken to determine optimum learning conditions to allow educational objectives to be satisfied.
The principles involved in adult learning were briefly described with particular reference to the teaching and learning of the behavioural sciences, and some current problems in educational research and evaluation were considered.
A more careful study of the entering charactersistics of students, and of the dangers inherent in planning the delivery of medical care in the future must be made. Having left Britain two years ago to engage in family and community medicine in North America, I received with special pleasure your invitation to give this Wander Lecture. I ask your forgiveness if I take a very personal approach. I can only hope to cover my broad subject in a very general way in a single short lecture in which I must also constantly refer to the wider context of general practice itself. I will present my material against the background of my own experiences in family medicine in Britain and in the United States where I now work and live.
Family medicine is a topic widely discussed at present throughout the United States, and many educational programmes at undergraduate, graduate and postgraduate levels are being developed to meet the great manpower shortage in this field.
The educational preparation for family medicine is beset with many problems. It is now generally accepted that many of our health care problems can best be met-and effectively dealt with at the primary care level; yet our universities
